
ABSTRACT
Patients with epilepsy present a variety of psychiatric comorbidities, with mood disorders and 
anxiety disorders as well as interictal dysphoric disorder as the most frequent and often associated 
with comorbid mental conditions. Interictal dysphoric disorderand ictal and peri-ictal changes may 
contribute to overall clinical symptomatology in epilepsy, as well as subjective and objective adverse 
effects of anti-epileptic drugs. We performed a post-hoc analysis to verify the relation of interictal 
dysphoric disorder with specific clinical and demographic variables in people with epilepsy, including 
the correlation between interictal dysphoric disorder and anti-epileptic drugs. We found no correlation 
between the incidence of interictal dysphoric disorder and drug-resistant epilepsy, and no correlation 
between the incidence of interictal dysphoric disorder and sex was observed. The results of our analysis 
indicate that patients with interictal dysphoric disorder, compared with those with no interictal 
dysphoric disorder, had epilepsy onset at a later age, had had a history of psychiatric treatment and 
had distinctly lower, but not statistically significant, percentage of active employment status. Another 
finding was the frequent suicide attempts in people with epilepsy (11.5%). However, there was no 
relationship with interictal dysphoric disorder. We also did not find any evidence supporting the impact 
of epileptic medication on the incidence of interictal dysphoric disorder nor did the data contribute 
to support the evidence of interictal dysphoric disorder as a standing-alone phenomenon. An essential 
issue in epilepsy is awareness and understanding of interictal dysphoric disorder and concomitant 
mental health abnormalities as this is crucial for clinical practice and may significantly determine the 
progression and management of epilepsy if it remains ignored, and hence lead to a severe decline in 
life quality.

INTRODUCTION

Patients with epilepsy present a variety of psychiatric 
comorbidities that include mood disorders and anxiety 
disorders, with a pool prevalence of 20.2% and 22.9%, 
respectively.1 One of the key diagnostic concepts in epilepsy 
associated with psychiatric comorbidity is interictal 
dysphoric disorder (IDD),1-3 a term coined by Blumer et al.2 
Some authors consider IDD as a set of symptoms that is less 
epilepsy-related than it was postulated initially,4,5 hence 
the IDD concept itself and also its relation to epilepsy 
has been put into discussion. There are 8 symptoms 
characteristic of IDD, all of them grouped into 4 labile 
depressive symptoms (anergia, insomnia, depressed 
mood, and pain), 2 labile affective symptoms (fear and 
anxiety), and 2 specific symptoms (paroxysmal irritability 

and euphoric moods). It is estimated that standardized 
classification systems like the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) or the International 
Classification of Diseases (ICD) still fail to recognize up to 
50% of people with epilepsy (PWE) with atypical psychiatric 
symptoms that are comparable to IDD characteristics.6 
The increasing data supported the hypothesis that 
neuroinflammatory processes within the brain constitute 
the pathophysiology of both epilepsy7,8 and affective 
disorders, including suicidal behaviors.9 Ali N. Kamali 
et  al7 postulate the involvement of neuroinflammation 
in the pathophysiology of epilepsy, and the link between 
recurring seizures of epilepsy and higher levels of immune 
mediators that seem to play a vital role in initiating them. 
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The authors propose immune mechanisms to be playing 
a vital role in some epilepsies, as well as systematic 
immune disorders (including SLE, Sjögren’s syndrome, and 
autoimmune vasculitis) that have been reported to lead to 
seizures and epilepsy.7 Apoptosis and neuroinflammation 
have been observed in the temporal lobes of drug-
resistant epilepsy (DRE) patients, and these findings imply 
that neuroinflammation, which can result in extrinsic 
apoptosis in the epileptic focus, is accompanied by intense 
tumor necrosis factor (TNF) expression in the brain and 
elevated levels of TNF, interleukin (IL)-7, and IL-4 in the 
blood serum.8 The key conclusions of a systematic study 
by Serafini et  al9 indicate that neuroinflammation may 
be relevant to the pathophysiology of suicidal behavior. 
Pro-inflammatory cytokines like IL-1, IL-2, IL-6, interferon 
(IFN), and TNF, as well as anti-inflammatory cytokines like 
IL-4 and IL-10, have been shown to be out of balance in 
both suicidal and untreated depressed patients.9 The most 
common comorbidity in PWE is depression, with prevalence 
rates ranging from 20.2%10 to 44% in PWE and reaching 54% 
in refractory epilepsy. Epilepsy is not only linked to a higher 
likelihood of developing depression, but depression is also 
positively correlated with the severity of epilepsy. In PWE, 
depression is linked to reduced anti-epileptic drug (AED) 
tolerance, a lower quality of life, and an increased risk of 
suicide. Suicidal thought is most frequently triggered by 
the presence of depressive symptoms, which also have a 
detrimental effect on social functioning and mean quality 
of life (QoL).11 Both epilepsy and depression can affect a 
person’s social interactions, interpersonal communication, 
and the likelihood of unexpected episodes.11,12 According 
to certain research, epilepsy and depression are linked in 
a bidirectional manner11,12 by epilepsy surgery, adherence 
to AEDs, and a rise in the likelihood of DRE, particularly in 
newly diagnosed PWE.11,12 Therefore, the implementation 
of proper psychiatric treatment of depression in PWE 
is crucial in the management of epilepsy. A one-third 
of patients who use antidepressants do not respond 
effectively to the medication or achieve a full remission, 
despite the fact that there are numerous pharmacological 
treatments for depression.13 Major depression, treatment-
resistant depression (TRD), non-suicidal self-injury (NSSI), 
and suicidal conduct may all need the use of Buprenorphine 
(BUP). Several studies show that BUP, even in patients with 
TRD is a safe, efficient method for reducing severe suicidal 

thoughts and symptoms of depression and behaviors 
such as non-suicidal self-injury (NSSI), when used at low 
dosages.13 Due to the significant comorbidity of psychiatric 
diseases, particularly IDD, that epilepsy is linked to, the 
study’s primary goal was to examine the prevalence of 
IDD and pharmacological treatment by the reanalysis of 
data from a study sample of PWE. Additionally, because 
behavioral issues in epilepsy may affect how both medical 
conditions progress, we put a particular focus on a possible 
relationship between DRE and the diagnosis of IDD. We 
also investigated a possible relationship between gender 
and diagnosis of IDD. As a secondary objective, we put 
forward a hypothesis that IDD is a stand-alone nosographic 
phenomenon.

MATERIAL AND METHODS

Participants

This work analyzes data generated as part of a registry 
reported elsewhere.14,15 Of 118 consecutive PWE from 
a tertiary epilepsy center evaluated, 96 were enrolled. 
According to the International League Against Epilepsy 
criteria,9,16 the included individuals were between the ages 
of 18 and 65, had active epilepsy, and had been receiving 
stable anti-epileptic medication for 2 months before 
the trial. The exclusion criteria included having had a 
seizure within the previous 24 hours of the examination, 
having had more than 10 seizures in the previous month 
(to reduce the potential impact of ictal and peri-ictal 
psychiatric symptoms), having undergone neurosurgery, 
or having a history of severe brain injury as determined 
by neuroimaging. The exclusion criteria also included 
psychiatric interview findings of antisocial/borderline 
personality disorder (PD), mental retardation, drug and/
or alcohol use or abuse during the last 6 months, and the 
presence of pseudo-seizures (psychogenic non-epileptic 
seizures). A psychiatric interview was used to determine 
whether a patient had an antisocial or borderline PD 
and other exclusion criteria such as pseudo-seizures 
(psychogenic non-epileptic seizures), mental retardation, 
drug or alcohol abuse, or dependence in the previous 6 
months. The Ethic Research Committee of the Medical 
University of Gdansk approved the study (protocol code 
NKEBN/568/2006/2007, approved on February 5, 2007), 
and it was carried out in accordance with the Declaration 
of Helsinki. For each participant in the study, written 
informed consent was collected.

Measures

The Structured Clinical Interview for DSM-IV-TR Axis 
I Disorders was used to diagnose all participants by the 
same researcher (MSW) during a single study visit (SCID-I). 
Information about the patients’ sociodemographic status 
and medical history was gathered through a structured 
interview, and information about a person’s gender, age, 

MAIN POINTS

•	 The prevalence of interictal dysphoric disorder (IDD) in the 
sample group was high (48.5%), and 72.9% of the patients 
were diagnosed with interictal dysphoric disorder (DRE).

•	 We found no correlation between the incidence of IDD and 
DRE, as well as no correlation between the incidence of IDD 
and sex was observed.

•	 Patients with IDD had a later age of epilepsy onset 
compared to those without IDD and more often had a 
history of psychiatric treatment.
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marital status, financial circumstances, age at which 
seizures began, type and frequency of seizures, auras 
experienced, length of epilepsy, length of therapy, mental 
history, and presence of lesions was taken into account. 
For the majority of patients, the findings of laboratory 
tests, electroencephalograms, and computed tomography/
magnetic resonance imaging were available. Records from 
the epileptologist’s referral source were used to confirm 
the data. In order to conduct analysis for this study, the 
participants were categorized into a thorough diagnostic 
group for anxiety and depressive disorders.

Statistical Analysis

Shapiro–Wilk test was used to assess the normal distribution 
of continuous data and Mann–Whitney U test was for non-
normally distributed data. Descriptive statistics of the 
data are presented with n (%) and, for non-normalized 
variables, are shown as median (IQR). Pearson’s chi-
square and Fisher–Freeman–Halton exact test were used 
for categorical data. α = 0.05 was taken as the level of 
significance. Statistical procedures were performed using 
Statistica 10.0.1011. (TIBCO Software Inc.; StatSoft, USA).

RESULTS

The majority of the study group (n = 96) were females 
(n = 65, 68%), almost one-half of the participants were 
diagnosed with IDD (n = 47, 48.5%) and 70 (73%) of patients 
were diagnosed with DRE. Almost half of the studied 
group (n = 46, 47.9%) required polytherapy with AEDs 
(Table 1, P = .845). Psychopharmacological treatment 
was applied in 6 patients (6.3%) (Table 2). We found 
no relationship between the incidence of IDD and DRE 
(Table 1, P = .901) as well as between the incidence of 
IDD and sex (Table 1, P = .426). The results of our analysis 
indicate that the group of patients with IDD, compared 
with those not diagnosed with IDD, is characterized 
by late epilepsy onset (Table 1, P = .033), and higher 
incidence of psychiatric comorbidity (Table 1, 12/47, 
25.5% vs 4/49, 8.2%; P = .022). The lower percentage 
of active employment in the IDD group (12/47, 25.5%) 
compared to the non-IDD group (20/49, 40.8%) does not 
reach statistical significance (P = .112).

DISCUSSION

Out study revealed a high prevalence of IDD in PWE. From 
all the studies in the field of IDD and epilepsy, only 2 
studies revealed a similar high prevalence of IDD in PWE 
(63.3% and 88%).18,19 The mean prevalence found in other 
studies was much lower (19%).4

In our study, we observed a high prevalence of IDD, but 
it was not positively related neither to gender (females) 
nor to DRE, and our findings are inconsistent with other 
studies.3,20-22 It is suggested that the female gender is 

affected by epilepsy in a greater proportion than male,23 but 
the data on plausibility of DRE in females is conflicting.23,24

As a secondary objective, we put forward a hypothesis 
that IDD is a stand-alone nosographic phenomenon, but 
the data did not contribute to support the evidence of IDD 
as a standing alone phenomenon. Based on the current 
studies available up to date, it is difficult to validate 
IDD as a distinct nosological category and concerns exist 
about the classification of IDD as a separate nosological 
entity. Zinchuk et al18 found no IDD specificity for epilepsy, 
suggesting that IDD symptoms may relate to severe major 
depressive disorder (MDD) and anxiety distress. No IDD 
prevalence differences were observed between epilepsy 

Table 1.  Demographic and Clinical Characteristics and the 
Presence of Interictal Dysphoric Disorder

Median (IQR)
All Patients 

(n = 96)
IDD (+) 
(n = 47)

IDD (−) 
(n = 49) P

Demographic 
characteristics

Age 36 (21) 40 (20) 32 (21) .278

Education, in years 12 (0) 12 (0) 12 (0) .507

Epilepsy-related 
characteristics

Age of epilepsy onset 16 (14) 20 (19) 16 (12) .033

Duration of epilepsy 16.5 (18.5) 14 (19) 20 (17) .228

Number of seizures/last 
month

2 (4) 2 (4) 2 (3) .235

n (%)

Number of patients, 
n (%)

96 (100) 47 (48.96) 49 (51.04)

Demographic 
characteristics

Male sex 31 (32.29) 17 (36.17) 14 (28.57) .426

Employment status

Employed 31 (32.29) 12 (25.53) 20 (40.82) .112

Unemployed 65 (67.71) 35 (74.47) 29 (59.18)

Partner relationship

Stable 70 (72.92) 34 (72.34) 36 (73.47)

Single/divorced 26 (27.08) 13 (27.66) 13 (26.53) .901

Etiology of epilepsy

Symptomatic 69 (71.88) 33 (70.21) 36 (73.47)

Idiopathic 19 (19.79) 11 (23.40) 8 (16.33) .588

Genetic 8 (8.33) 3 (6.38) 5 (10.20)

Drug resistant 70 (72.92) 34 (72.34) 36 (73.47) .901

Polytherapy 46 (47.92) 23 (48.94) 23 (46.94) .845

History of psychiatric 
treatment

16 (16.67) 12 (25.53) 4 (8.16) .022

Suicidal attempts in 
the past

11 (11.46)  6 (12.77) 5 (10.20) .694

IDD, interictal dysphoric disorder; IDD (+), patients with IDD diagnosis; 
IDD (−), patients with no IDD diagnosis; IQR, interquartile range.
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patients with MDD and those with MDD alone. Amiri et al4 
questioned IDD’s existence as a separate entity due to 
the lack of reliable identification tools. Labudda et  al5 
reported similar IDD frequency and symptom clusters in 
psychiatric samples, with most IDD-diagnosed epilepsy 
patients having a history of psychiatric diagnoses, primarily 
anxiety and depression disorders. This indicates there is a 
significant overlap between DSM Axis I diagnoses and IDD. 
The authors propose a prospective redefinition of IDD, 
diagnosing it only in people without psychiatric disorders. 
It is questionable, though, whether IDD should be regarded 
as a distinct entity unique to epilepsy patients without 
concurrent psychiatric disorders because IDD is frequently 
accompanied with comorbid PDs in epilepsy, such as mood 
or anxiety disorders.1,3 The most common psychiatric 
comorbidity among patients with epilepsy involves both 
mood and anxiety disorders (with a frequency of 20.2% 
and 22.9%, respectively);10 however, IDD as well as ictal 
and peri-ictal features may contribute to overall clinical 
symptomatology in epilepsy.25-27 The clinical picture of 
epilepsy symptoms manifestation also includes subjective 
and objective adverse effects of AEDs.3,28 Anti-epileptic 
drugs have long been known to have a profoundly negative 
impact on cognitive abilities, especially when used in 
polytherapy. The causes of cognitive side effects that 
develop during treatment are multifaceted, with several 
factors being involved, such as gender, age, baseline 
cognitive performance as well as the presence of brain 
pathology, the occurrence of psychiatric comorbidities, 
onset and duration of disease, and pathophysiology of 
the brain disorder.29 Early onset of epilepsy and hence 

long-term AEDs treatment may both contribute to cognitive 
impairment considering psychiatric comorbidity that 
frequently goes along with epilepsy.10,30-31 All those factors 
together may significantly impair clinical and psychosocial 
functioning.29 The data indicate a high prevalence of IDD 
in chronic central nervous system disorders as well,1,25,32 
not only in patients with drug-refractory temporal lobe 
epilepsy with mesial temporal sclerosis,21 suggesting that 
IDD may occur not only specifically in PWE. In a study by 
Suda et al,3 patients without IDD were compared to patients 
with IDD and the latter had extraordinarily high rates of 
mood disorders (68.0% vs. 20.4%), anxiety disorders (52.0% 
vs. 12.6%), and psychotic disorders (48.0% vs. 10.7%) 
comorbidity. The authors hypothesized that IDD had a strong 
correlation with comorbid mental disorders (PDs), earlier-
onset epilepsy, refractory complex partial seizures (CPS), 
psychotropic drug use, subjective adverse effects of AEDs, 
and subjective depression.3 There are a few confounding 
factors that should be considered in relation to the IDD 
phenomenon and epilepsy itself, including variations in 
study populations, the high rate of mental comorbidity, and 
the use of psychometric tools that may potentially lead to 
bias.33 Drug-resistant epilepsy is frequently accompanied 
with severe psychiatric comorbidities, with anxiety and 
depression disorders being the most prevalent.22,34 In a 
study by Nogueira et al,34 68.3% of patients with drug-
resistant Mesial temporal lobe epilepsy revealed symptoms 
of anxiety or depression. Those with mixed MD/AD had 
their seizure frequency significantly higher. Another study22 
revealed high comorbidity of anxiety and mood disorders, 
including IDDs, in a 52.9% population of people with focal 
epilepsy who are medication resistant.
This study has certain significant limitations that should 
be recognized. The PWE sample, which did not include a 
control group of healthy adults but may be representative 
of the general population, underwent a post hoc analysis. 
The findings of this study therefore only apply to the PWE 
group and cannot be used to generalize about the public. 
The small PWE sample size and potential bias in selection 
are additional study limitations because the tertiary 
reference center was linked to an increased probability 
of difficult epilepsy courses. Although patients with 
more than 10 seizures in the previous month and those 
whose most recent seizure occurred within 24 hours of 
the assessment were excluded, the clinical presentation 
of an anxiety disease may be mistaken for seizure 
manifestations. A further disadvantage is the potential 
for ictal or postictal anxiety, which can appear within 72 
hours of a seizure and needs to be distinguished from the 
classification of anxiety disorder. At the clinical interview, 
the aforementioned circumstances were partially 
eliminated as confounding. No test–retest reliability 
analysis was done to assess whether the test findings were 
consistent because the study procedures were carried out 
throughout a single visit to the interview site by a single 
rater. As a result, it is possible that the observations are 

Table 2.  Clinical Treatment-Related Variables in the Study 
Group with People with Epilepsy (n = 96)

Pharmacological Treatment n (%)

Treatment with AEDs

Carbamazepine 52 (54.17)

Valproic acid 32 (33.33)

Lamotrigine 24 (25)

Topiramate 13 (13.54)

Oxycarbamazepine 7 (7.29)

Tiagabine 7 (7.29)

Vigabatrin 5 (5.21)

Phenytoin 3 (3.13)

Phenobarbital 3 (3.13)

Clonazepam 2 (2.08)

Gabapentin 2 (2.08)

Psychopharmacological treatment

Antidepressants 6 (6.25)

Antipsychotics 1 (1.04)

Benzodiazepines 1 (1.04)

NONE 89 (92.71)

AEDs, anti-epileptic drugs; DRE, drug-resistant epilepsy.
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distorted and that no inferences may be derived about 
the instrument’s long-term stability and dependability. 
Regarding the agreement between psychometric results, 
the independent raters might have lessened the inflation 
bias. There was also no non-epileptic neurological disorder 
control group or a control group of people suffering from 
anxiety or mood disorders not related to epilepsy. Another 
key study constraint is psychiatric assessment with SCID-I 
for DSM-IV-TR, which has been updated to version 5 (SCID-
5-CV for DSM-5). The diagnosis rates and the resulting 
prediction values could be impacted using an out-of-date 
instrument. However, given the profile of diagnoses for 
anxiety disorders in the study group, we predicted that 
this would not significantly affect the findings of our 
investigation. The findings of the study cannot be applied 
to the entire PWE population due to these constraints 
taken combined.
nterictal dysphoric disorder was found to be very 
prevalent (49%) in the study sample; however, we did 
not find a correlation between the incidence of IDD and 
DRE, and no correlation between the incidence of IDD and 
sex was observed either. Although it may be the part of 
the medication the patients receive, we do not find any 
evidence in support of the impact of epileptic medication 
on the incidence of IDD. However, further research is 
needed. It may be hypothesized that IDD is a stand-alone 
phenomenon not related to epilepsy, implicating further 
research in this field; however, data do not contribute 
to support evidence of IDD as stand- alone thing. A 
substantial comorbidity between psychiatric illnesses 
with epilepsy exists including IDD, and recognition as 
well as implementation of proper psychiatric treatment 
is a clinically significant issue. Not only epilepsy but also 
chronic affective symptoms may negatively impact the 
patient’s quality of life. We still lack evidence-based 
recommendations and, for example, placebo-controlled 
research on the treatment of psychiatric disorders in 
epilepsy, except of one focusing on to the management 
of depression in epilepsy. There are not enough studies 
on how anti-epileptic medications may affect the course 
of comorbid psychiatric disorders, and considering a high 
comorbidity of mood disorders, IDD, as well as increased 
irritability and impulsiveness, and hence, increased risk 
of suicide in PWE, more studies are needed in this field, 
including improvement of diagnostic tools to facilitate a 
better distinction among other psychiatric diseases and 
interictal dysphoric disorder. An essential issue in epilepsy 
is awareness and understanding of IDD and concomitant 
mental health abnormalities as this is crucial for clinical 
practice and may significantly determine the progression 
and management of epilepsy if remains ignored and hence 
lead to a severe decline in life quality.

Ethics Committee Approval: This study was approved by 
Ethics Committee of Medical University of Gdansk (Approval 
No: NKEBN/568/2006/2007, Date: 2007-02-05).

Informed Consent: Written informed consent was 
obtained from the patients who agreed to take part in the 
study.

Peer-review: Externally peer-reviewed.
Author Contributions: Concept – A.M.G., M.S.W.; Design – 

A.M.G., M.S.W.; Supervision – K.J.W., M.S.W.; Resources – 
M.S.W., K.J.W.; Materials – A.M.G., K.J.W.; Data Collection 
and/or Processing – M.S.W., A.W.; Analysis and/or 
Interpretation – W.J.C., J.Sz.; Literature Search – A.M.G., 
K.J.W.; Writing – A.M.G., M.S.W.; Critical Review – M.S.W., 
W.J.C.

Declaration of Interests: Agata M. Grzegorzewska: none 
to declare.

Mariusz S. Wiglusz: has received research support from 
Acadia, Actavis, Alkermes, Allergan, Apodemus, Auspex, 
Biogen, Bristol-Myers Squibb, Cephalon, Celon, Cortexyme, 
Eli Lilly, Ferrier, Forest Laboratories, Gedeon Richter, GW 
Pharmaceuticals, Janssen, KCR, Lundbeck, NIH, NeuroCog, 
Orion, Otsuka, Sanofi, and Servier; he has served on speakers 
bureaus for Celon, Janssen, Krka, Lekam, Lundbeck, Novartis, 
Pfizer, Polfa Tarchomin, Sanofi, Servier, and Zentiva.

Katarzyna Jakuszkowiak - Grants/Research Support: 
Alkermes, Allergan, Auspex Pharmaceuticals, Biogen, 
Cephalon, GWPharmaceuticals, Janssen, KCR, Lilly, Lundbeck, 
Minerva, Orion, Otsuka, Servier. Consultant: Janssen, 
Quintiles.

Wieslaw J. Cubala: Grants: Acadia, Alkermes, Allergan, 
Auspex Pharmaceuticals, BMS, Celon, Cephalon, Cortexyme, 
Ferrier, Forest Laboratories, GedeonRichter, 
GWPharmaceuticals, Janssen, KCR, Lilly, Lundbeck, Minerva, 
MSD, NIH, Novartis, Orion, Otsuka, Sanofi, Servier. Honoraria: 
Adamed, Angelini, AstraZeneca, BMS, Celon, GSK, Janssen, 
KRKA, Lekam, Lundbeck, Minerva, NeuroCog, Novartis, Orion, 
Pfizer, Polfa Tarchomin, Sanofi, Servier, Zentiva. Paid posi-
tions: Professor of Psychiatry (full-time), Medical University of 
Gdańsk, Poland. Advisory boards: Angelini, Celon (termi-
nated), Janssen, MSD, Sanofi.

Adam Włodarczyk – research support: Actavis, Eli Lilly, 
Minerva Neurosciences, Sunovion Pharmaceuticals, KCR, 
Janssen, Otsuka, Apodemus, Cortexyme, Acadia. Joanna 
Szarmach - research support: Actavis, Eli Lilly, Minerva 
Neurosciences, Sunovion Pharmaceuticals, KCR, Janssen, 
Otsuka, Apodemus, Cortexyme, Acadia.

Funding: This work is supported by the Medical University 
of Gdansk, Poland (Grant No.ST-02-0039/07/221).

REFERENCES

1.	 Mula M, Jauch R, Cavanna A, et al. Clinical and psycho-
pathological definition of the interictal dysphoric disor-
der of epilepsy. Epilepsia. 2008;49(4):650-656. 
[CrossRef]

2.	 Blumer  D, Montouris  G, Davies  K. The interictal dys-
phoric disorder: recognition, pathogenesis, and treat-
ment of the major psychiatric disorder of epilepsy. 
Epilepsy Behav. 2004;5(6):826-840. [CrossRef]

3.	 Suda T, Tatsuzawa Y, Mogi T, Yoshino A. Interictal dys-
phoric disorder in patients with localization-related 

https://doi.org/10.1111/j.1528-1167.2007.01434.x
https://doi.org/10.1016/j.yebeh.2004.08.003


Grzegorzewska et al. Interictal Dysphoric Disorder in Epilepsy

196

epilepsy: diagnostic relationships with DSM-IV psychiat-
ric disorders and the impact of psychosocial burden. 
Epilepsy Behav. 2016;54:142-147. [CrossRef]

4.	 Amiri M, Hansen CP. The interictal dysphoric disorder in 
patients with epilepsy: a doubtful disorder lacking diag-
nostic tools. Seizure. 2015;24:70-76. [CrossRef]

5.	 Labudda K, Illies D, Bien CG, Neuner F. Interictal dys-
phoric disorder: Further doubts about its epilepsy-spec-
ificity and its independency from common psychiatric 
disorders. Epilepsy Res. 2018;141:13-18. [CrossRef]

6.	 Mula M. The interictal dysphoric disorder of epilepsy: Leg-
end or reality? Epilepsy Behav. 2016;58:7-10. [CrossRef]

7.	 Kamali AN, Zian Z, Bautista JM, et al. The potential role 
of pro-inflammatory and anti inflammatory cytokines in 
epilepsy pathogenesis. Endocr Metab Immune Disord 
Drug Targets. 2021;21(10):1760-1774. [CrossRef]

8.	 Sokolova  TV, Zabrodskaya  YM, Litovchenko  AV, et  al. 
Relationship between neuroglial apoptosis and neuroin-
flammation in the epileptic focus of the brain and in the 
blood of patients with drug-resistant epilepsy. Int J Mol 
Sci. 2022;23(20):12561. [CrossRef]

9.	 Serafini G, Parisi VM, Aguglia A, et al. A specific inflam-
matory profile underlying suicide risk? Systematic review 
of the main literature findings. Int J Environ Res Public 
Health. 2020;17(7):2393. [CrossRef]

10.	 Scott  AJ, Sharpe  L, Hunt  C, Gandy  M. Anxiety and 
depressive disorders in people with epilepsy: a meta-
analysis. Epilepsia. 2017;58(6):973-982. [CrossRef]

11.	 Qin SK, Yang ZX, Guan ZW, et al. Exploring the associa-
tion between epilepsy and depression: A systematic 
review and meta-analysis. PLoS One. 2022;17(12): 
e0278907. [CrossRef]

12.	 Jayalakshmi  S, Telugu  R, Vooturi  S, Patil A, Sirisha  S, 
Somayajula  S. Anxiety, depression, and psychosocial 
adjustment in people with epilepsy. J Neurosci Rural 
Pract. 2023;14(1):111-118. [CrossRef]

13.	 Serafini G, Adavastro G, Canepa G, et al. The efficacy 
of buprenorphine in major depression, treatment-resist-
ant depression and suicidal behavior: A systematic 
review. Int J Mol Sci. 2018;19(8):2410. [CrossRef]

14.	 Wiglusz MS, Landowski J, Michalak L, Cubała WJ. Reeval-
uating the prevalence and diagnostic subtypes of depres-
sive disorders in epilepsy. Epilepsy Behav. 2015;53:15-19. 
[CrossRef]

15.	 Wiglusz MS, Landowski J, Cubała WJ. Prevalence of anxi-
ety disorders in epilepsy. Epilepsy Behav. 2018;79:1-3. 
[CrossRef]

16.	 Proposal for revised classification of epilepsies and epi-
leptic syndromes. Commission on classification and ter-
minology of the International League Against Epilepsy. 
Epilepsia. 1989;30(4):389-399. [CrossRef]

17.	 First MB, Spitzer RL, Gibbon M, Williams J. Structured 
Clinical Interview for DSM-IV-TR Axis I Disorders. 
research version. New York, NY: Biometrics Research, 
New York State Psychiatric Institute; 2002.

18.	 Zinchuk  M, Kustov  G, Pashnin  E, et  al. Interictal dys-
phoric disorder in people with and without epilepsy. 
Epilepsia. 2021;62(6):1382-1390. [CrossRef]

19.	 Sandstrom  SA, Bowman  ES, Johnson  CS, Salanova  V. 
Interictal mood disorder and quality of life in active 
epilepsy. Epilepsy Behav. 2010;17(2):199-204. [CrossRef]

20.	 Nascimento PP, Oliva CH, Franco CMR, et al. Interictal 
dysphoric disorder: A frequent psychiatric comorbidity 
among patients with epilepsy who were followed in two 
tertiary centers. Arq Neuro Psiquiatr. 2013;71(11):852-
855. [CrossRef]

21.	 de Araújo Filho  GM, Tarifa  B, Santos  RE, de Oliveira 
Dias AL, Ulliano JRL, Marques LHN. Clinical and sociode-
mographic variables associated with interictal dysphoric 
disorder and interictal personality in patients with drug-
resistant temporal lobe epilepsy: A controlled study. 
Epilepsy Behav. 2017;69:100-103. [CrossRef]

22.	 Jansen C, Francomme L, Vignal JP, et al. Interictal psy-
chiatric comorbidities of drug-resistant focal epilepsy: 
Prevalence and influence of the localization of the epi-
lepsy. Epilepsy Behav. 2019;94:288-296. [CrossRef]

23.	 Medel-Matus JS, Orozco-Suárez S, Escalante RG. Factors 
not considered in the study of drug-resistant epilepsy: 
Psychiatric comorbidities, age, and gender. Epilepsia 
Open. 2022;7(suppl 1):S81-S93. [CrossRef]

24.	 Cepeda MS, Teneralli RE, Kern DM, Novak G. Differences 
between men and women in response to antiseizure 
medication use and the likelihood of developing treat-
ment resistant epilepsy. Epilepsia Open. 2022;7(4):598-
607. [CrossRef]

25.	 Mula M, Jauch R, Cavanna A, et al. Interictal dysphoric 
disorder and periictal dysphoric symptoms in patients 
with epilepsy. Epilepsia. 2010;51(7):1139-1145. 
[CrossRef]

26.	 Gaitatzis  A, Trimble  MR, Sander  JW. The psychiatric 
comorbidity of epilepsy. Acta Neurol Scand. 
2004;110(4):207-220. [CrossRef]

27.	 Blanchet P, Frommer GP. Mood change preceding epilep-
tic seizures. J Nerv Ment Dis. 1986;174(8):471-476. 
[CrossRef]

28.	 Quon RJ, Mazanec MT, Schmidt SS, et al. Antiepileptic 
drug effects on subjective and objective cognition. Epi-
lepsy Behav. 2020;104(A):106906. [CrossRef]

29.	 Mula M. Topiramate and cognitive impairment: Evidence 
and clinical implications. Ther Adv Drug Saf. 
2012;3(6):279-289. [CrossRef]

30.	 Tellez-Zenteno  JF, Patten  SB, Jetté  N, Williams  J, 
Wiebe S. Psychiatric comorbidity in epilepsy: A popula-
tion-based analysis. Epilepsia. 2007;48(12):2336-2344. 
[CrossRef]

31.	 Dalmagro CL, Velasco TR, Bianchin MM, et al. Psychiatric 
comorbidity in refractory focal epilepsy: A study of 490 
patients. Epilepsy Behav. 2012;25(4):593-597. [CrossRef]

32.	 Mula M. The interictal dysphoric disorder of epilepsy: A 
still open debate. Curr Neurol Neurosci Rep. 
2013;13(6):355. [CrossRef]

33.	 Grzegorzewska AM, Wiglusz MS, Cubała WJ, Jakuszkow-
iak-Wojten K, Włodarczyk A, Szarmach J. Dysphoria and 
Irrit​abili​ty-Di​agnos​tic Pitfalls in the Assessment of inter-
ictal Dysphoric Disorder in epilepsy. J Clin Med. 
2021;10(19):4624. [CrossRef]

34.	 Nogueira MH, Yasuda CL, Coan AC, Kanner AM, Cendes F. 
Concurrent mood and anxiety disorders are associated 
with pharmacoresistant seizures in patients with MTLE. 
Epilepsia. 2017;58(7):1268-1276. [CrossRef]

https://doi.org/10.1016/j.yebeh.2015.11.020
https://doi.org/10.1016/j.seizure.2014.08.009
https://doi.org/10.1016/j.eplepsyres.2018.01.020
https://doi.org/10.1016/j.yebeh.2016.02.018
https://doi.org/10.2174/1871530320999201116200940
https://doi.org/10.3390/ijms232012561
https://doi.org/10.3390/ijerph17072393
https://doi.org/10.1111/epi.13769
https://doi.org/10.1371/journal.pone.0278907
https://doi.org/10.25259/JNRP-2022-6-40
https://doi.org/10.3390/ijms19082410
https://doi.org/10.1016/j.yebeh.2015.09.029
https://doi.org/10.1016/j.yebeh.2017.11.025
https://doi.org/10.1111/j.1528-1157.1989.tb05316.x
https://doi.org/10.1111/epi.16902
https://doi.org/10.1016/j.yebeh.2009.11.018
https://doi.org/10.1590/0004-282X20130165
https://doi.org/10.1016/j.yebeh.2017.01.021
https://doi.org/10.1016/j.yebeh.2018.06.046
https://doi.org/10.1002/epi4.12576
https://doi.org/10.1002/epi4.12632
https://doi.org/10.1111/j.1528-1167.2009.02424.x
https://doi.org/10.1111/j.1600-0404.2004.00324.x
https://doi.org/10.1097/00005053-198608000-00005
https://doi.org/10.1016/j.yebeh.2020.106906
https://doi.org/10.1177/2042098612455357
https://doi.org/10.1111/j.1528-1167.2007.01222.x
https://doi.org/10.1016/j.yebeh.2012.09.026
https://doi.org/10.1007/s11910-013-0355-2
https://doi.org/10.3390/jcm10194624
https://doi.org/10.1111/epi.13781

